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liq. ext. One hour later I decided to administer
chloroform and deliver. This was done. Every-
thing appeared to be promising, and the child
was a healthy, vigorous boy. I left about 6.30 A.M.
Calling later in the day, I was surprised to learn
that a change had come over the child; it was

pinched and blue, and on examination the scrotum
showed signs of venous effusion, being very
cyanotic and swollen. The child was in a collapsed
state and died a few hours later. The patient had
a miscarriage the year previous to this confinement.

I can find very little in books to explain this
case. My own surmise is that it may have been
the action of ergot. I should be gratified for any
information from readers of THE LANCET. The
child was a most likely specimen at its birth; it
cried and showed no defects or malformation of
any kind.-I am, Sir, yours faithfully,

JAMES GILROY, M.B. Glasg.
4.

H&AElig;MORRHAGIC TYPHOID FEVER AND
THE ADMINISTRATION OF QUININE.

To the Editor of THE LANCET.

SIR,-In regard to the valuable article on Hasmor-
rhagic Typhoid Fever, as seen in Calcutta, which Dr.
Adrian Caddy and Dr. Barre Molony contributed to
THE LANCET of July 18th, I would venture to
draw their attention to a note that recently
appeared in your columns on blackwater fever
and its prevention by the use of the spectroscope,!
which showed urobilinuria some 12 hours before
the onset of heemoglobinuria, and so gave warning
to discontinue the administration of quinine. Dr. J.
Mitford Atkinson recently mentioned that urobilin
was present in the urine in all cases of malarial
fever. Still it appears in far greater amount when
blackwater fever is coming on during the adminis-
tration of quinine ; if quinine is still given the
disease runs its full course; if quinine is stopped
the patient has only a slight attack. Perhaps the
obstinate haemorrhage in Dr. Caddy and Dr.

Molony’s cases may have been connected with the
quinine taken by all their patients. At any rate,
it would be interesting and might shed some light
on the cause of the haemorrhage if they were to
examine the urine of such cases for urobilin; it

might be right to stop quinine when urobilin was
present in quantity.

I am, Sir, yours faithfully,
August 29tb, isi4. W. H., M.D.

FIBROSITIS AND STREPTOCOCCAL
INFECTIONS.

To the Editor of THE LANCET.

SIR,-Within the past few years increasing
interest has been taken by investigators and the
public alike in the far-reaching effects on the

general health of the action of certain circulating
toxins in cases ot dental sepsis. This is evident
from the correspondence on oral sepsis which has
lately been appearing in THE LANCET.
The public are already aware of the dangers of

pyorrheea, and medical men generally are becoming
aware of the intimate relationship between purulent
conditions of the teeth and gums and their sequelae
of chronic pharyngitis, pyorrhoea narium (ozsena),
middle-ear disease, antral (both mastoid and High-
more’s) sepsis, sphenoidal and ethmoidal sinusitis,
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gastric sepsis, gastric ulcer, and anaemia.. Cultures
taken in such cases constantly prove this close asso-
ciation, and amongst the organisms so isolated I
have perhaps, beyond all the others, found staphylo-
coccus citreus the active agent. Not once but
many times recently I have found this, organism
about the fangs of teeth which, apparently sound,
showed on extraction denuded periosteum and sepsis
of the alveolar cavity communicating with pockets
about the neck of the tooth.

It is not, however, to this particular class
ef dental cases that I wish to draw the atten-
tion of your readers, but rather to a series of
cases of less evident virulence which ought to
be the study of every practitioner-those cases
where at and about the tips of the teeth, them-
selves frequently healthy in appearance, often

stopped or- crowned, the streptococcus salivarius is
actively secreting a toxin which it pours in a steady
stream into the highly vascularised area around
the fangs. This organism does not cause pus
formation. It is found in small fibrous sacs

attached to the periodontal membrane, and its.
action seems to be formative rather than destruc-
tive. The effects of its growth are shown wherever
connective or nbrous tissues are in a state of
enhanced activity or where such structures have
been injured or overstrained.

Streptococcal fibrositis shows itself in a great
variety of situations and under many clinical

disguises, and it is my experience that whether
intestinal or dental in origin its appearance must
always be associated with the presence of the

streptococcus brevis in one of these foci. Both
forms give a histological picture which is very much
the same where sequelae or complications do not
mask the special characteristics. Thus one finds
in intestinal streptococcal activity adhesions about
the caecum and sigmoid flexure determining
an intestinal stasis which leads to far-reaching
changes, chemical, bacteriological, histological, andchanges, chemical, bacteriological, histological, and
anatomical, in the gut itself, until the condition of
mixed intoxication results which leads to ptosis of
organs on the one hand, from softening and stretch-
ing of the lymphoid tissues of their attachments,
and, on the other hand, to depression, malaise, and
headache in the earlier stages, and later to actual
dementia of a melancholic or, alternatively, violent
type. Such cases are often accepted as purely
mental, but are easily recognisable with a bismuth
meal and X ray examination. I consider that

haematological and X ray examinations ought to be
matter of routine in all mental hospitals, and my
personal experience leads me to believe firmly that
streptococcal fibrositis with intestinal stasis and its
sequelae plays a r&ocirc;le apparently undreamt of by
many of those in charge of such cases.

It is difficult to state at any time without resort
to very practical methods of exclusion whether
streptococcal activity is highest in the intestinal
tract or dental region. Our ideas of rheumatism
and gout are, in. the light of recently acquired
knowledge, undergoing considerable change, and
the results of intestinal disinfection with salicy-
lates on the one hand and the recognition of the
danger of 

" 
dead " teeth on the other have brought,

into prominence the necessity for thinking patho-
logically wherever in the past we have been

handicapped by a name. 
" 

Neurasthenia," 
" 

gout,"-
" 

rheumatoid," 
" 

neuritis," these and a host of
other terms which convey no pathological picture
to the mind of the thoughtful physician should be
relegated to a pre-scientific past. We shall advancer
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in treatment only as we insist upon an exact

pathological terminology for etiological factors
and pathological conditions. I am strongly of
opinion that fibrositis, whether of the fine con-

nective tissues of delicate structures or of the
grosser fibrous tissues and membranes, is the

expression of a chronic streptococcal toxaemia, and
I could quote dozens of cases in illustration.

" 

Growing pains " occur in cases where the

physiological output of young people is at its

highest and always in association with streptococcal
mischief of intestinal or dental origin.

" 
Rheumatism along the scapular border is

common on the side most energetically used in
youth-viz., the right, as in old tennis players.
" 
Tennis elbow" is a true fibrositis with frequently

a streptococcal origin at the fangs of a dead tooth.
I have cases which prove this.
Recently I have traced the streptococcal origin to

dead teeth in such cases as the following, associated
always with progressive general weakness up to
chronic invalidism.

, (a) Brachial neuritis: from numb and cold fingers and
hands, " pins and needles," weakness of grip, up to vesicular
or bullous eruptions on the digits ; loss of power and even
impaired coordination of movement as in writing or type-
writing.

(b) Sciatica, cramps in the lower limbs, numbness in feet
and toes, incoordination with staggering uncertain gait.

(0) Acute intercostal neuritis or "neuralgia" simulating
and actually recorded as "pleurisy." Cervical neuralgia,
facial and scalp neuritis, twitching of muscles and even of
limbs indicating fibrous pressure within nerve trunks.

(d) Fibromata of skin and of nerves, especially at pressure
points. One of these in a guard in railway service appeared
at the point where the ulnar nerve was pressed upon in
leaning out on the half door of his brake to note signals
ahead ; another in the case of a golfer with fibrositis of both
palms and a commencing Dupuytren’s contraction from,
perhaps, strain in the overlapping grip.

(e) Fibromata of organs, with in the female sterility from
fibrous cervix, or haemorrhages or menorrhagia from fibrous
body of the uterus.

These cases have been very instructive because

simple and uncomplicated. Later pathological
changes in joint involvements are, as in the
intestinal tract, induced by sequelae proper to the
organ, its contents, or its flora, but the strepto-
coccus brevis is the common primary toxic agent
in all.
In the 3’ines of July 14th there was an account of

" Morse Key Paralysis, Telegraphists’ Cramp," from
which it appears that 4’4 per cent. of Government
telegraphists suffer, and large sums of public
money are paid in compensation yearly to such
sufferers under the Workmen’s Compensation Act.
I cannot accept the view that this is due to a

central lesion. It seems to me that here also is a
chronic fibrositis of the connective tissues between
the bundles of nerve cells in the overworked area,
and, as in tennis elbow, writers’ cramp, golfers’
grip, and other similar conditions of special areas,
the toxaemia has got in its work as it always does
at the point of overstrain or injury or prolonged
fatigue. I consider that these cases ought to be
examined for intestinal stasis and for dental sepsis
of the streptococcal variety before closing the
investigation, and that if this prove to be the true
etiology, as I think it will, it should be in the
future routine to find and treat this condition of
teeth or large intestine as soon as the first signs of
numbness are reported.

I-am, Sir, yours faithfully,
A. WHITE ROBERTSON, L.R.C.P. & S. Edin.

The New Laboratory, Margaret-street, W., August 6th, 1914.

THE PLEA FOR IMMEDIATE OPERATION
IN APPENDICITIS.

To the Editor {If THE LANCET.

SIR,-With reference to the recent correspondence
in your columns under this title, as I happen to
be one of the first surgeons who advocated imme-
diate surgical intervention in appendicitis, I wish
to ask your permission to quote a few sentences
from my original paper, published in THE LANCET
of Feb. 3rd, 1900, which may be of some interest at
the present time.

I make bold to assert emphatically that these questions
(re pathological condition of appendix] can only be answered
by the introduction of the sense of sight and that clinical
inferences are often miserable delusions in this disease.
Imagine the feelings of an educated medical man on
finding the patient whom he left at night with a flat
abdomen and in good general condition on his arrival the next
morning with a blown-out abdomen and all the symptoms of
peritonism-no retreat but the grave....... I challenge any-
one who has had any experience worth mentioning in

appendicitis to deny the insidious rapidity with which a
simple " case may become converted into a fatal one.
Some may ask, Why operate in every case when’a large

percentage undergo spontaneous cure ? ’? My reply is : (1) I
cannot say at onset of any case that spontaneous cure will
take place ; (2) I am unable to guarantee that perforation
without previous formation of protective adhesions may not
suddenly occur ; (3) cceliotomy with removal of the appendix
is the most accurate method of diagnosis and cure with
which I am acquainted ; and (4) an appendix once infected
is always infected and remains a weak spot....... Many
surgeons still advocate leaving behind the appendix when
obscured by adhesions in the face of pus....... I make it a rule
never to quit the abdomen when operating for appendicitis
without removing the appendix, and on three occasions I
discovered a second collection of pus when searching for
the appendix which undoubtedly would have been other-
wise overlooked. I have over and over again broken down
intestinal adhesions and have never yet caused fresh infec-
tion, which I attribute to the fact that I strive to let the

light into a pus collection and clean up before proceeding
further....... Leaving a moribund appendix in a living
abdomen is not sound surgery.

In a second paper published on this subject in
THE LANCET of August 16th, 1902, I endeavoured to
prove that many cases of appendicitis cannot be
effectively dealt with without separation of
adhesions. One constantlyis coming across instances
of interintestinal pus collections and a gangrenous
appendix buried between adherent loops of gut. If
one is not prepared to separate adhesions in such
cases, it is obviously futile to open the abdomen at
all. In order to put this matter in clear per.
spective it is well to bear in mind that "the position
of the appendix varies, although as a rule it is seen
to lie behind the end of ileum and its mesentery, and
to point in the direction of the spleen. It frequently
also lies behind the csecum" " (Treves’s "Surgical
Applied Anatomy "). My personal experience
fully confirms this statement, and, moreover, con-
vinces me that the surgeon who says he can in the
majority of cases before operation localise the
appendix and anticipate by the presence or absence
of symptoms the exact pathological condition, is a
very superior person or a fool.

I cannot understand why adhesions in appendic-
itis should create such anti-operative panic. Time
after time one sees in print that one of the principal
reasons why cases of appendicitis should be left to
rot is the danger of disturbing adhesions. In my
opinion such reasoning is absolutely devoid of
scientific or practical foundation. Of course, I
assume that all surgeons know how to expose the
infected area and allow themselves to be assisted by
their eyesight.


